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Last	
Name

First	
Name	 M.I.	 D.O.B.

SSN	 Male	 Female	 Height	 ft	 in	 Weight	 lbs

Home	Address:

Street	
Line	1

Street	
Line	2

City	 State	 Zip

Daytime	Phone	Number

Full-Time	Employment	Date	 Coverage	Effective	Date

Use	black	or	blue	ink	and	print	using	all	upper	case	letters.

5Star Multiple Employer Trust
Group Life Insurance 

Enrollment Form

Underwritten by 5Star Life Insurance Company (a Baton Rouge, Louisiana Company)
Admin Office: 421 South 9th Street, Suite 222, Lincoln, NE 68508 

1-866-863-9753

G-MET App R609 6/09

Employee/Applicant Information

//
Month	 Day	 Year

— —

//
Month	 Day	 Year

//
Month	 Day	 Year

Employee Insurance Coverage

Basic	Group	 Basic	Group		
Life	Amount	 AD&D	Amount

Amounts requiring Evidence of Insurability are subject to Statement of Health.

Voluntary	Group		 	 Voluntary	
Life	Amount	 	 AD&D	Amount

	
	 Voluntary
Earnings	 Premium	Amount

$ ,

$ , (If	coverage	is	earnings	based)

$ ,

(Statement	of	Health	must	be	completed.)

Voluntary/Optional Dependent Insurance Coverage

Spouse*	_______________________________________________________________________________________________________________________

Child	1	 ________________________________________________________________________________________________________________________

Child	2	 ________________________________________________________________________________________________________________________
	
Child	3	 ________________________________________________________________________________________________________________________
	
Child	4	 ________________________________________________________________________________________________________________________

	 Name	 SSN	 DOB	 Sex	 Height	 Weight	 Coverage	Amount	 Premium	Amount

	 New	Enrollee	 Late	Enrollee	 Name	Change	 Coverage	Change	 Beneficiary	Change

Employer Information

Employer	
Name

Employer	
Tax	ID	#

—

$ ,

$ ,

	 Name	 SSN	 DOB	 Sex	 Height	 Weight	 Coverage	Amount	 Premium	Amount

	 Name	 SSN	 DOB	 Sex	 Height	 Weight	 Coverage	Amount	 Premium	Amount

	 Name	 SSN	 DOB	 Sex	 Height	 Weight	 Coverage	Amount	 Premium	Amount

	 Name	 SSN	 DOB	 Sex	 Height	 Weight	 Coverage	Amount	 Premium	Amount

$ ,
Amounts requiring Evidence of Insurability are subject to Statement of Health.

— —

—

Agent use only—Agent#

INTERNAL USE ONLY:

Attachments:	 Initials:

*	NJ	and	NH	Residents:	Includes	civil	unions	and	partners.



Beneficiary Information

I	designate	my	beneficiary(ies)	to	receive	benefits	as	indicated	below.	The	employee	is	the	beneficiary	for	all	dependent	
coverages.	If	more	than	one	beneficiary	is	named,	the	beneficiaries	shall	share	equally	unless	otherwise	stated	below.

Beneficiary:	
	 	Primary	_____________________________________________________________________________________________________________________

	 	Secondary	___________________________________________________________________________________________________________________

Last	Name,	First	Name,	MI	 	 Relationship	 SSN	 DOB	 %

Conditions Relating to This Enrollment Form

Statement of Health (To be completed only for amounts of coverage requiring evidence of insurability)

Answer each question TO THE BEST OF YOUR KNOWLEDGE AND BELIEF. Circle the specific condition and give full details to any “yes” 
answers in the chart below.
I.	 In	the	past	10	years,	has	any	Applicant:
	 A.	Had	a	life	or	health	insurance	application	declined,	postponed,	modified	or	rated?	........................................................................................
	 B.	Been	diagnosed,	advised,	or	treated	by	a	physician	or	health	advisor	for	the	listed	conditions:	Heart	attack,	coronary	artery	disease,	
	 	 or	any	heart	disorder,	stroke,	high	blood	pressure,	blood	or	circulatory	disorder,	diabetes,	cancer,	tumor,	chronic	obstructive	pulmonary	
	 	 disease	(COPD)	or	any	lung	or	respiratory	disorder,	liver	disorder,	alcohol	or	drug	abuse,	kidney	disorder,	disorder	of	the	pancreas,	
	 	 paralysis,	epilepsy,	or	mental,	nervous	or	emotional	disorder?	.....................................................................................................................
II.	 In	the	past	5	years,	has	any	Applicant	been	admitted	or	confined	to	any	hospital	or	medical	treatment	facility	or	consulted	a	physician	or	
	 health	advisor	for	any	disease	not	listed	above,	or	been	advised	to	have	any	surgical	operation	or	diagnostic	tests	(excluding	genetic	tests	
	 and	screenings)?	.............................................................................................................................................................................................
III.	Has	any	Applicant	ever	been	diagnosed	or	treated	by	a	physician	or	tested	positive	for	Human	Immunodeficiency	Virus	(HIV),	Acquired	
	 Immunodeficiency	Syndrome	(AIDS),	or	AIDS-Related	Complex	(ARC)?	..........................................................................................................
IV.	For	each	Applicant	list	any	prescribed	medication	taken	regularly	or	frequently:
	 	 ______________________________________________________________________________________________________

	 	 ______________________________________________________________________________________________________
For	any	“Yes”	answers	above,	please	complete	the	following.	Attach	additional	details	on	an	8.5	x	11	piece	of	paper	and	submit	with	this	enrollment	form.

Yes				No	

6/09

✍
Sign	
Here

Last	Name,	First	Name,	MI	 	 Relationship	 SSN	 DOB	 %

Group Eligibility:	I	am	eligible	to	apply	for	this	group	insurance	as	a	full-time	employee	of	an	employer	under	the	Group	Policy	issued	to	the	Trustee,	
America’s	5Star	Multiple	Employer	Trust	by	5Star	Life	Insurance	Company.	Agreement:	I,	as	employee,	have	the	appropriate	knowledge	to	answer	
the	statement	of	health	questions	for	my	spouse*.	I	represent	that	all	statements	and	answers	in	this	enrollment	form	are	complete,	true	and	correctly	
recorded	TO THE BEST OF mY KNOWLEDGE AND BELIEF.	I	agree	that	1)	upon	approval	of	this	enrollment	form	by	5Star	Life	Insurance	Company,	
it	and	the	Certificate	of	Insurance	Coverage	issued	to	me	will	describe	the	benefits	and	terms	of	coverage	provided	under	the	Master	Group	Policy;	2)	
coverage	applied	for	will	not	become	effective	until	approved	by	5Star	Life	Insurance	Company	and	is	subject	to	each	person’s	health	being	as	described	
in	this	enrollment	form,	and	upon	receipt	of	the	full	first	contribution,	in	which	case	the	coverage	shall	take	effect	as	of	the	effective	date	as	shown	in	
the	Certificate	of	Insurance	Coverage;	3)	if	within	60	days	of	receipt	of	all	required	documentation	this	enrollment	form	is	not	approved,	it	will	become	
void	and	any	contributions	paid	will	be	refunded;	I	will	be	so	notified.	Note: Within	the	time	limits	prescribed	by	the	law	of	the	state	where	you	live,	no	
benefits	will	be	paid	and	contributions	will	be	refunded	if	the	covered	person	commits	suicide	while	sane	or	insane.	Refer	to	your	Certificate	of	Insur-
ance	Coverage	for	details.	Authorization:	I	hereby	authorize	payroll	deduction	from	my	earnings	of	the	required	contribution,	if	any,	toward	the	cost	of	
such	insurance	for	myself	and	my	family	members.	I	understand	that	if	my	employment	is	terminated,	upon	re-employment,	insurance	will	not	become	
effective	until	I	apply	again	for	insurance	in	accordance	with	the	terms	of	the	Group	Policy.	I	hereby	authorize	any	licensed	physician;	medical	practitio-
ner;	hospital;	clinic;	insurance	company;	employer;	financial	institution;	Medical	Information	Bureau;	or	Motor	Vehicle	Administration	that	have	records	
of	my	financial,	physical,	or	mental	health	condition	to	give	5Star	Life	Insurance	Company,	its	authorized	representative,	and	its	reinsurers	any	such	
information.	I	understand	that	this	information	will	be	used	to	determine	my	eligibility	for	coverage	and	that	I	may	revoke	this	authorization	and	enroll-
ment	form	at	any	time	by	providing	written	notice	to	my	employer.	A	photocopy	of	this	authorization	shall	be	as	valid	as	the	original.	This	authorization	
shall	be	valid	for	24	months	from	the	date	below.	I	acknowledge	that	I,	or	my	authorized	representative	is	entitled	to	receive	a	copy	of	this	authorization.	
Signature must be personal.

	 Employee’s	Signature	_________________________________________	 Date	 ____________________

	 Signed	at	(City,	State)	 ________________________________________	

 Ques  Condition, injury, findings Date Date of Name & Address of Hospital 
 No. Name of examination or prescription  (Mo/Yr) Recovery or Attending Physician

 

 

 

 

NOTE: Any	person	who	knowingly	and	with	intent	to	injure,	defraud,	or	deceive	any	insurer	files	a	statement	of	claim	or	an	application	con-
taining	any	false,	incomplete,	or	misleading	information	may	be	guilty	of	a	crime	and	may	be	subject	to	fines	and	confinement	to	prison.

Not	available	in	all	states	•	Admin	Office:	421	South	9th	Street,	Suite	222,	Lincoln,	NE	68508	•	1-866-863-9753G-mET App R609
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LIFE INSURANCE
COMPANY

ARKANSAS INSURANCE DEP AR TMENT

READABILITY CERTIFICATION

Re: G-MET App R609: 5Star Multiple Employer Trust Enrollment Form

The undersigned, authorized as Officer to be responsible for policy

and related material filings by the officers of 5 Star Life Insurance Company,

hereby certifies that the above forms meet Arizona's statutory requirement

of a minimum Flesch score of 40.

Glenn R. Jones, Esq.
Vice President of Compliance

Dated: May 28, 2009

909 North Washington Street, Alexandria, VA 223/4

--------



5Star Life Insurance Company
Admin Offices: 909 North Washington Street, Alexandria, VA 22314 • 1-800-776-2322 • WW\N.afba.com

INTERNAL USE ONLY:

Agent use only-Agent#

Attachments: Initials:

5Star Multiple Employer Trust
Group Life Insurance

Enrollment Form
Use black or blue ink and print using all upper case leners.

New Enrollee late Enrollee
(Statement 01 Hcatth must bc complettxi.)

Name Change Coverage Change Beneficiary Change

, :: "... ' .. Employer Information ." , .. " '::" .. ."';, , ,

Employer
Tax 10 #

Empioye r .Il
Name !'/

I
.£ C

)..

c ()t1)~ I}AJi

Lj'S'G'7 Y" I
:. ":' ," " .... EmployeelApplicantln~ormation7 ... , '" ;..,' ... ' , . _<
last I]
Name .f.; U

Home Address:

7 Ibs

JAN 2 1 Z005
LIFE AND HEALTH

ARKANSAS INSURANCE DEPARTMENT

HeightS It

/ () () iD.O,B.

Female

M.I.

(GMaleG 7
2J

tre et
'e 2

Street I
line 1

SSN I 1....3 1S

First --) 0 .J
Name \, 17 IV

I! IV ' , uJ it ~ I( CCity '/ 1/.
J- 2- 2 .3 ..., ")

Daytime Phone Number 5 -<;,

State /1 1< /

1 -'J '7
Zip A ....:::>

Full-Time Employment Date Coverage Effective Date

.:: " " Employee; Insurance Coverage. " . ". :'."' " '. -

Basic Group
life Amount

Basic Group
AD&D Amount

Amounts requiring Evidence of Insurability are subject to Statement of Health.

Voluntary Group Voluntary
life Amount AD&D Amount

Amounts requiring Evidence of Insurability are subject to Statement of Health.

Earnings (If coverage is earnings based)
Voluntary
Premium Amount

;" -, ' Voluntary/Optional Dependent Insurance· Coverage " : "., '.<' " .:' ," -
Spouse

Name SSN ooB Sex He~ht Wc~ht Coverage Amolllt Premium Amount

Child 1
Name SSN OOB Sex HC'!jht Weght Cevcrayc AmolTlt Premium Amount

Child 2
Name SSN 008 Sex He~ht Weight Cov£nlye AmoUlt Premium Amount

~3
Name SSN OOB Sex He~ht Wcght COVt..'ICllJCAmol.ll Premrum Amount

L,,,,,L1 4
Name SSN OOB Sex HC'!jht WC'!jht Covfnge AmOtJ1t PremIum Amount

GMT200ENR-R804 11/04



I designate my beneficiary(ies) to receive benefits as indicated below. The employee is the beneficiary for all dependent
coverages. If more than one beneficiary is named, the beneficiaries shall share equally unless otherwise stated below.

- 'l;e GUif~Primary -J '::,f\ ~
Name Address Helat,oosh.p SSN UU~ ••

Secondary
Name Aci1rcss Helallmshlp SSN UU~ ..

: ... Statement" qf Health' (10 be: comp~eted: orily·for. am.o~~~ofcoveragei requiring} evide'nce of.: insurability)' ,

1-
Y-
'r-
'f

For any "Yes" answers above, please complete the following. Attach additional details on an 8.5 x 11 sheet of paper and submit with this enrollment form.

Answer and initial each question. Please circle the specific condition and give full details to any "Ves" answers in the chart below.
~ Initials

1. In the past 10 years, have you or your spouse had a life or health insurance application declined or risk rated? _
2. In the past 10 years, have you or your spouse had or been treated by a physician or consulted with a health advisor

for any of the following: disorder of the blood or circulatory system; high blood pressure; heart disorder; heart attack; chest pain;
hepatitis; diabetes; disorder of the kidney; disorder of the digestive system; liver disorder; disorder of the lungs or respiratory

:~~:ee~; t:~:~:r :~::~:~I:;~:u;::~~~;~~~~~.~~.~~~~~.~~~~.~~~.~.~~~~~.~~~~~~~.i.~ ..~~..~.~~~~~~..~.~.I.~i.~.I.~ I I '.n~~~;
3. Have you or your spouse been diagnosed or treated by a physician as having tested positive for Human mmuno n Q;us

(HIV), Acquired Immunodeficiency Deficiency Syndrome (AIDS), AIDS-Related Complex (ARC). or AIDS-i~i.trd ~l1pit~~h~"""''''
4. During the past 5 years, have you or your spouse taken any prescription medication or been advised t~'~o lfv a p~n? .

5. During the past 5 years, have you or your spouse consulted a physician for any disease not listel'F~' .2{j\ffj 'f!r~~ETH
have any treatment, operation, or diagnostic test? · ·.. ·· ..··········· ..·.. ·· ..· ·.. · · · ··ARKANSAS·INStJRANCE'DEPARTMENT--

6. During the past 5 years, have you or your spouse been admitted or confined to any hospital or medical care facility? _

Yes No
')0

Ques Condition, injury, findings Date Date of Name & Address of Hospital
No. Name of examination or prescription (MolYr) Recovery or Attending Physician

r

I

, Conditio,ns; Rela~ingi to This: E~~olrment Form "

Group Eligibility: I am eligible to apply for this group insurance as a full time employee of an employer under the Group Policy issued to the Trustee,
America's 5Star Multiple Employer Trust by 5Star Life Insurance Company. Agreement: I, as employee, have the appropriate knowledge to answer the
statement of health questions for my spouse. I represent that all statements and answers in this enrollment form are complete, true and correctly
recorded to the best of my knowledge and belief. I agree that 1) upon approval of this enrollment form by 5Star Life Insurance Company, it and the
Certificate of Insurance Coverage issued to me will describe the benefits and terms of coverage provided under the Master Group Policy; 2) coverage
applied for will not become effective until approved by 5Star Life Insurance Company and is subject to the health relating to each person to be covered
being as described in this enrollment form, and upon receipt of the full first contribution, in which case the coverage shall take effect as of the effective
date as shown in the Certificate of Insurance Coverage; 3) if within 60 days of receipt of all required documentation this enrollment form is not approved,
I will be notified that it will become void and any contributions paid will be refunded. Note: Within the time limits prescribed by the law of the state
where you live, no benefits will be paid and contributions will be refunded if the covered person commits suicide while sane or insane. Refer to your
Certificate of Insurance Coverage for details. Authorization: I hereby authorize payroll deduction from my earnings of the required contribution, if any,
toward the cost of such insurance for myself and my family members. Authorization may be revoked by me at any time by written notice to my
employer. I understand that if my employment is terminated, upon re-employment, insurance will not become effective until I apply again for insurance
in accordance with the terms of the Group Policy. I hereby authorize any licensed physician; medical practitioner; hospital; clinic or other medical
facility; insurance company; employer; Medical Information Bureau; Motor Vehicle Administration or other organization; or persons that have any records
or knowledge of me or my physical or mental health condition to give 5Star Life Insurance Company, its authorized representative, and its reinsurers any
such information. I understand that this information will be used to determine my eligibility for coverage and that I may revoke this authorization and
enrollment form at any time by providing written notice. A photocopy of this authorization shall be as valid as the original. This authorization shall be
valid for 30 months (24 months in KS, KY,NM, OK & VT and 26 months in MN or the time period prescribed by the law of the state where you live) from
the 9ate below. I acknowledge that I, or my authorized repre;>eJltative is entitled to receive a copy of this authorization. Signature must be personal.

Sign ~ 1 / ~ "Here Employ,,', Slg",,",, y. ': , ,(A,"<- D'" I I i ()-"
I '

~ Signed at (City, State) ~~ •

hliflNING: It is a crime to provide false or misleading fonmation to an Insurer for the purpose of defrauding the insurer or any other person. Penalties include
imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant.
Not available in all states· Underwritten by 5Star life Insurance Co. (a Baton Rouge, Louisiana Co.)· Admin Offices: 909 N. Washington St, Alexandria, VA 22314 11/04



LIFE INSURANCE
COMPANY

May 28, 2009

VIA SERFF

Mr. Dan Honey
Deputy Commissioner Life and Health
Arkansas Insurance Department
1200 West yd Street
Little Rock, Arkansas 72201-1904

Mildred E. Hunt
Compliallce Mallager

Form Number
G-MET A R609

Dear Mr. Honey:

Submitted for filing and approval is the above referenced enrollment
form. The previous application assigned form number GMT200ENR-R804
was stamped approved by the Insurance Department on January 21,2005.

The application is submitted in conjunction with the Group Multiple
Employer Trust Certificates (GMTCERT-EEAR, GMTCERT-
EE(OPT)AR, GMTCER T-DEP(OPT)) stamped approved by the Insurance
Department on February 28, 2003; GMTCER T-ADD-AR stamped approved
by the Insurance Department on October 19, 2003; and GMTCERT-VGT-
AR stamped approved by the Insurance Department on November 9, 2004.

This is not an illustrated product.

A redline depicting the deletions and the changes to various sections
of the application is outlined below: (Note: Strikcthroughs indicate deletions, bold,
underscore, and italic indicate new language.)

(703) 706-5975
(800) 776-2322 x2204

909 North Washington Street. Alexandria, VA 22314
mhunt@ajba.col/1

mailto:mhunt@ajba.col/1


Mr. Dan Honey
May 28, 2009
Page -2-

Form Number Description
CMT200ENR R106 G-MET Page 1, Voluntary / Optional Dependent Insurance
App R609 Coverage section

• Inserted asterisk: Spouse~
• Inserted definition of asterisk: ::-NTand NH

Residents: Includes civil unions and partners.
Page 2, Beneficiary Information section

• Inserted: "Beneficiary"
Page 2, Statement of Health section

• Revised introduction to Statement of Health
section to read: "Answer each question and
initial in the box to acknowledge you've read
and, TO THE BEST OF YOUR
KNOWLEDGE AND BELIEF, understood
each question."

• Question 1. revised to read: "In the last past 10
years, has the any Applicant under this

r . f "app !CatIOn or eo vcrage:
• Question LA., revised to read: "A. Had a life

or health msurance application declined1

postponed, modified or rated?"
• Question LB., revised to read: "B. Been

diagnosed, advised, or Had any known
indication of or been treated by a physician or
consulted with a health advisor for any of the
following the listed conditions: High blood
pressure, high ehoIcsterol, chest pam, heart
Heart attack, coronary artery 'vaseular disease
(plaque m arteries), or other heart or blood
vessel disorder, or any heart disorder; cancer or
blood disorder, stroke, sClzures, progressIve
ncuropath), or other nerYous system disease,
shortness of breath, asthma, high blood
pressure, blood or circulatory disorder,
diabetes, cancer, tumor, ehronic obstructive
pulmonary disease (COPD) or anv lung or
ether respIratory t1'aet disorder; hepatitis,
pancreatItIS, colitis, or other disorder of the
stomach, liver disorder, pancreas, in testiness,



Mr. Dan Honey
May 28,2009
Page -3-

or digestive system, depression, schiwphrenia,
or othcr mental condition, alcoholism or
alcohol or drug abuse; diabetes, thyroid disease,
pltUltary disorder, or other gland disorder,
disorder of the kidney disorder, disorder of the
pancreas, paralysis, epilepsy, or mental,
bladder, unnary tract, genital tract, or
rcproducti',rc systcm, or an)' other significant
medical disorders nervous or emotional
disorder?"

• Question I.c., deleted in its entirety: "c. Used
manJuana, cocame, heroin, barbiturates,
hallucinogens, amphetamines, or any illicit
drug except by ph) sieian prescription?

• Question II. insened: "In the past 5 years, has
any Applicant been admitted or confined to
any hospital or medical treatment facility or
consulted a physician or health advisor for any
disease not listed above , or been advised to
have any surgical operation or diagnostic tests
(excluding genetic tests and screenings)?"

• Question II. revised: "III. ll; Has the any
Applicant ever been diagnosed or treated by a
physician or tested posItIve for Human
Immunodeficiency Virus (HIV) , Acquired
Immunodeficiency Syndrome (AIDS), or
AIDS-Related Complex (ARC) related
condition?"

• Question III. revised: "IV. Ht For each
Applicant list any List each prescribed
medication taken regularly or frequently fly
h "r "t C ~ •..pp lCant:

• Question IV. deleted in its entirety: "IV. In the
past 5 years, has the Applicant fDr this coverage
been admitted or confined to any hospital or
medical treatment facility?"

Page 2, Conditions Relating to This Enrollment Form
Agreement section:

• Line 2, revised to read: "the statement of
health questions for my spouse"::.... "

• Line 3, revised to read: "recorded TO THE



Mr. Dan Honey
May 28, 2009
Page -4-

BEST OF MY KNOWLEDGE AND
BELIEF. ... "

• Line 5, revised to read: "coverage applied for
will each person's health being as
described "

• Line 7 and 8, revised to read: "the Certificate
of Insurance Coverage; 3) if within 60 days ...
not approved, I will be notified that ... void
and any contributions paid will be refundedJ
will be so notified .... "

Page 2, Conditions Relating to This Enrollment Form
Authorization section:

• Line 2, revised to read: "such insurance for
myself and my family members.
Authorization may be revoked by me at any
• L" 1 "tIme uy written notIee to my emp oyer. ....

• Lines 4 and 5, revised to read: "per; hospital;
clinic; insurance company; employer; financial
institution; Medical Information Bureau; or
Motor Vehicle Administration that have
records Q[ my financial. physical~ or mental
health condition .... "

• Line 7, revised to read: "ment form at any time
by providing written notice to my employer.
A photocopy .... "

Coverage will be marketed on a direct mail basis, and via licensed
agents and brokers. Once approved, 5 Star Life reserves the right to use the
forms in their approved format in a variety of media, such as the Internet,
with the understanding that there may be slight accommodations made for
electronic viewing.

Should you require additional info mation, please do not hesitate to
contact the undersigned.
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